of this second treatment, defined as the difference in pain ratings on the ointment-treated site and the untreated site, was compared between the positive and the negative treatment history groups. In addition, functional magnetic resonance imaging (fMRI) was performed to assess pain-related brain activity as a physiological measure of analgesia. Specifically, we tested whether the difference in pain-related responses between the treated and untreated sites differed depending on treatment history (interaction effects). The fMRI data were analyzed using SPM8 (http://www.fil.ion.ucl.ac.uk/spm/). The study was approved by the local ethics committee.
Results | The therapeutic effect of the ointment treatment was significantly lower in the negative than in the positive treatment history group (negative group: mean ΔVAS = 27, from a mean [standard error of the mean] of 81 [3] to 54 [3] ; positive group: mean ΔVAS = 41, from 81 [2] to 40 [4] ; unpaired t test, P = .007; Figure, B ). In the brain, this adverse effect of a negative treatment history on analgesia was paralleled by more activation in the bilateral posterior insular cortices (t = 4.0), known to reflect afferent nociceptive processing 5 (Figure, C), and reduced engagement of the right dorsolateral prefrontal cortex, implicated in pain inhibition. 5 Discussion | To our knowledge, we provide the first behavioral and neurobiological evidence that the influence of treatment history transfers over time and over therapeutic approach. Our results therefore emphasize that therapeutic outcome is not solely determined by the genuine (eg, pharmacological) properties of a treatment but is substantially modulated by contextual factors, including treatment history. Such carryover effects might be particularly relevant in chronic diseases in which treatments often fail repeatedly and negative treatment experiences accumulate along the course of the disease. Moreover, our data suggest that prior treatment experience should also be assessed in clinical trials because it might explain part of the response to the treatment under investigation. Although these experimental findings require replication in larger clinical populations, we believe that awareness of this effect is important for every physician and that concerted effort is required to avoid or overcome the negative effects of prior experience on treatment outcome. These findings may even challenge the use of common step care approaches in which treatment failure must precede the prescription of next-in-line interventions.
A broad spectrum of somatic symptoms is common in primary care, and more than half of medical visits are due to nonspecific symptoms (eg, nausea, headache, dizziness). 1 Patients with frequent somatic symptoms show increased health care use, functional impairment, and a decreased quality of life.
2 Although patients with coronary heart disease (CHD) might present with more than only cardiac symptoms (such as angina pectoris), research on the prevalence of somatic symptoms and their burden on health is rare and historic. 3, 4 Numerous studies showing that the somatic-affective component of depression predicts worse cardiac outcomes underpin the importance of examining somatic symptom severity in CHD. 5 To our knowledge, this is the first study in patients with CHD that investigates the prevalence and the spectrum of perceived somatic symptoms and tests their associations with quality of life and cardiac and psychological risk factors. . Because of the overlap between depression and somatic symptoms, the 2 somatic items (sleep difficulty and energy loss) were excluded from the PHQ-9. Somatic symptom severity was measured with the PHQ-15, which assesses the frequency and the severity of the 15 most frequent somatic symptoms in outpatient settings. 6 Diabetes, dyslipidemia, heredity, hypertension, obesity, and smoking behavior were assessed as cardiac risk factors. History of myocardial infarction, hospital admission, and the New York Heart Association (NYHA) class were obtained as measures of overall cardiac health. First, the prevalence of individual somatic symptoms was determined. Second, multivariate linear regressions were performed to identify predictors of somatic symptom severity and to test the impact of somatic symptom severity on quality of life. Models were adjusted for sociodemographic data, depression, anxiety, cardiac health, and risk factors.
Results | In total, 387 patients gave informed consent (participation rate, 92%) and had the following characteristics: the mean (SD) age was 68 (10.3) years; 71.1% were male; 91.4% spoke German as their first language; 72.1% were not living alone; and the mean (SD) total years of education was 13.7 (2.6) years. Concerning cardiac health, 50.1% of patients had a history of myocardial infarction; 83.8% were already treated as cardiac inpatients; and 75.2% had an NYHA class I rating, 17.9% had an NYHA class II rating, and 6.9% had an NYHA class III rating. In terms of cardiac risk factors, 63.0% had hypertension, 57.1% had dyslipidemia, 29.4% were obese, 47.5% had a family history of heart disease, and 13.5% smoked. Of the 15 somatic symptoms, 11 were frequently experienced by at least 30% of patients (Table) . At least 5 somatic symptoms were present in 50.0% of patients. Chest pain as a core symptom of CHD was reported by less than every second patient (45.2%). Of those patients reporting symptoms, shortness of breath (40.4%) was indicated among the 5 most bothersome symptoms. In contrast, chest pain (21.1%) was rated among the least bothersome symptoms. In multivariate regression analyses, higher somatic symptom severity (adjusted R 2 = 0.59; P < .001) was independently associated with depression severity (β = 0.48; P < .001), NYHA class (β = 0.23; P < .001), anxiety (β = 0.18; P < .001), heredity (β = 0.08; P = .02), hypertension (β = 0.08; P = .03), lower education (β = −0.08; P = .03), and female sex (β = 0.07; P = .04). Lower quality of life (adjusted R 2 = 0.27; P < .001) was associated with higher somatic symptom severity (β = −0.37; P < .001), lower education (β = 0.13; P = .01), and obesity (β = −0.12; P = .02).
Discussion | First, results show that a number of somatic symptoms are highly prevalent and burdensome in patients with CHD. Compared with the data from the general population, prevalence of somatic symptoms is very high and a Patients could respond from "not bothered at all" to "bothered a little" to "bothered a lot."
b Only women were asked about menstrual symptoms (n = 112).
almost as high as in chronically ill patients with comorbid pain or affective disorders. 7 Second, after adjustment for sociodemographic, cardiac health, and risk factors, psychological factors show the strongest associations with somatic symptom severity. Future studies, however, should carefully evaluate these findings while controlling for cardiac biomarkers (eg, left ventricular function) and comorbidities (eg, cancer). Third, the present study demonstrates that above and beyond sociodemographic, cardiac, or psychological factors, somatic symptom severity has the greatest impact on quality of life. Therefore, it is vital that effective patientcentered care targets the whole spectrum of somatic symptoms in patients with CHD.
Editor's Note Symptom Number and Severity as a Sign of Emotional Distress in Patients With Cardiovascular Disease
The study by Kohlmann et al corroborates the finding that somatic symptom burden (defined as the number and severity of symptoms) is high in a population of patients with chronic disease and that such burden is associated with substantial quality-of-life impairment, largely from emotional health problems (anxiety and depression). In this case, they focused their study on only patients with coronary heart disease. This population is already at higher risk for depression and anxiety disorders and also at high risk for excessive testing. Given physician distress associated with treating patients with high symptom burden that, in turn, often leads to unnecessary diagnostic testing, clinicians should use the somatic symptom burden more as a "sed rate" for emotional distress, and treat accordingly, rather than as a sign of anatomic disease requiring further testing. 
Patrick G. O'Malley, MD, MPH

COMMENT & RESPONSE
Perceptions of Safety Are Shaped by the Hospital Environment
To the Editor We commend Michtalik and colleagues 1 for surveying hospitalists about how their workload affects patient care, but our own experiences in academic, community, veterans, and international hospitals lead us to question the reported "safe" census of 15 patients per shift, especially since the standard deviation for this number is not reported. We contend that the real threshold for safety diverges from this value based on the clinical setting and support structures in place.
Of the authors of this letter, Dr Smith had consistently supervised the care of 40 or more patients per day at the Royal Infirmary of Edinburgh just last year. Not only did he perceive this as safe, his experience is buttressed by favorable standardized mortality data from Healthcare Improvement Scotland, as well as volume-outcome relationships reported in the health services literature. [2] [3] [4] Drs Devisetty and Mitra have recently changed settings from community hospitals to academic medical centers and vice versa, and each perceives that their safe census has changed by 5 or more patients. These experiences notwithstanding, it is widely known that some primary care physicians still see 15 or more inpatients while caring for an equally large number of patients in their outpatient clinics. Although perception is not reality, in the absence of quantifiable data, perception offers us a springboard for investigation.
